Abstract Racial/ethnic disparities in healthcare are widespread in the USA and are prevalent across healthcare organizations, including the "equal access" Veterans' Affairs (VA) integrated healthcare system. Despite substantial attention to these disparities over the last decade, there has been limited progress in reducing them. Based on a review of evidence commissioned by the VA to guide its efforts to address racial and ethnic disparities, the conceptual framework describes the root causes of disparities in healthcare quality and outcomes, demonstrating why improvements in the quality of medical care have had limited influence over healthcare disparities that depend largely on social determinants of health. The recommended interventions-including care coordination, culturally tailored health education, and community health workersextend the reach of health systems beyond clinics and hospitals and into the communities and social and cultural contexts in which patients live, and in which most health promotion activities occur. To make inroads into addressing disparities, healthcare systems will need to move beyond conceptualizing care delivery as constrained to the clinical encounter and instead, incorporate an understanding of the social determinants of health.
Racial and ethnic disparities in healthcare are widespread in the USA [1, 2] and are prevalent even in the "equal access" Veterans Affairs (VA) integrated healthcare system [3] . As an organization committed to providing high-quality, equitable care, the VA has implemented programs expected to reduce disparities in care delivery and has made significant advances. However, some disparities have proven resistant to the VA's quality improvement efforts. A recent study examining trends during the last decade found that although the VA achieved equity in certain quality metrics-particularly process measures such as obtaining appropriate blood tests-significant differences persisted between Black and non-Hispanic white Veterans, in outcomes that depended more on patient engagement. Rates of mammography for women and eye exams for patients with type 2 diabetes mellitus were similar by race. But disparities were observed for Veterans in rates of colonoscopy for colon cancer screening and in clinical outcome measures such as lipid level declines in heart disease, glycemic control in diabetes, and blood pressure control in hypertension [4] . These findings suggest that the VA has been somewhat successful in improving quality of care and reducing disparities in service delivery by healthcare providers, but that these successes have not necessarily resulted in significant improvements in health equity for patients.
To investigate how best to tackle these persistent disparities, the VA commissioned a review of interventions conducted both within and outside of VA settings designed to improve the health of minority adult patients and reduce racial and ethnic disparities [5] . The review involved synthesizing findings from 34 systematic reviews of interventions to improve minority health in areas germane to VA patient populations (e.g., adults with chronic disease), with the potential for reducing disparities in health and healthcare. The quality of the included studies was variable, but a theme emerged suggesting that certain types of interventions-care coordination, culturally tailored health education, and community health workers-demonstrated positive effects in improving health outcomes and equity.
An important characteristic of each of these types of interventions is that they have the potential to go beyond the traditional purview of clinical care and reach into the social and cultural context in which patients live and experience illness and health. In this way, these interventions serve as bridges between the biomedically oriented world of healthcare institutions and the community and home environments in which patients live. The review findings were consistent with those of similar inquiries assessing the effectiveness of disparities interventions [6, 7] . For instance, a review commissioned by the Robert Wood Johnson Foundation pointed toward interventions that are culturally tailored, use teambased approaches to providing care, and engage family and community members to improve healthcare outcomes for minority patients [6] .
Elements of Promising Interventions
Care coordination interventions involve system-level efforts to actively assign patients a healthcare system "point person" (often a registered nurse care manager) who is the conduit for patient interactions with the healthcare system. Care coordination programs involve management of treatment plans across primary and specialty care clinics, and can include various activities such as medication assistance programs, and work with patients to develop strategies for improved chronic disease self-management. Care coordination programs not only engage with patients, but also incorporate families, friends or caregivers into healthcare communications. Effective care managers attend not only to patients' clinical needs but also to the social context in which patients live, enabling them to better support patients in monitoring and managing illness, particularly chronic illness.
Culturally tailored educational programs attempt to enhance the comprehensibility and acceptability of healthcare services for patients, particularly those from non-Western cultures, who may have non-traditional perspectives and beliefs about health, illness, and medical care. The intent of these programs is to communicate with patients using a cultural lens, integrating cultural references to better relate and convey health information. For instance, efforts to present health education materials in relatable ways-such as nutritional information that considers staple foods with cultural significance-may have more meaning when communicating important health messages. These programs translate traditional healthcare interventions to make them more culturally aligned with the patient's own context, increasing the chance that the intervention will be comprehensible, acceptable, and adhered to.
Community health workers-typically members of the patients' own communities-provide a personal link between healthcare systems and patients who often have difficulty navigating these systems and are more receptive to individuals whom they perceive to be part of their peer group. They provide a bridge to compensate for scarce community resources, help patients navigate their care, ensure the cultural appropriateness of healthcare interventions, and tailor treatment plans to accommodate extenuating personal, family, or social circumstances. In this way, community health workers combine the benefits of care managers and culturally tailored education, by simultaneously attending to patients' social and cultural contexts. In various models of healthcare systems change, community health workers are also integrated as part of coordinated and managed care programs to form multifaceted and multi-pronged interventions.
A Conceptual Model of Intervention Reach
To illustrate that interventions with more extended reach had greater impact in addressing disparities, a social ecological model was developed (Fig. 1 ) to map these evidence-based interventions onto areas that influence individual health and healthcare. Racial/ethnic disparities in healthcare are conceptualized in this model as being driven by a broad array of social factors, ranging from education and personal means to community infrastructure and resources. These social factors represent the context in which the vast majority of actual healthcare-as prescribed in very brief interactions between patients and providers-occurs. Accordingly, interventions demonstrating the most promise for reducing disparities are those that reach beyond traditional clinical encounters and into patients' social and cultural contexts. In contrast, interventions targeting processes within healthcare systems, such as the implementation of more frequent or specialized clinical reminders, often do not reap far-reaching health benefits.
The model reflects the fact that race and ethnicity are social constructs whose influences on health status are mediated largely by the effects of segregation, marginalization, discrimination, and deprivation on the social position of different groups of people. Accordingly, as noted by others, [8, 9] many racial and ethnic disparities likely arise from fundamental social determinants of health-the resources individuals have access to and the environments they reside in have powerful and lasting effects on the development and maintenance of good health across the lifespan. From this perspective, it is unsurprising that interventions that bridge clinical and community environments have more detectable effects.
Although tackling social determinants might fall, strictly speaking, outside the traditional purview of medical care, connecting the multiple areas depicted in Fig. 1 should fall within the purview of patient-centered healthcare [10] . Healthcare providers and organizations may not be able to remedy the societal inequities that give rise to health disparities, but if their goal is to improve the health of all the people they serve, they can and should extend the scope of issues they address beyond the clinical and into the social and cultural realms.
Future Directions to Achieve Greater Health Equity
Reducing disparities in healthcare delivery and outcomes poses challenges that will require integrating medical care and public health interventions, as well as linking health systems to communities. To make inroads into addressing disparities, healthcare systems will need to move beyond conceptualizing care delivery as constrained to the clinical encounter and instead, incorporate an understanding of the social determinants of health. In this view, actions taken to safeguard health extend beyond work conducted in medical facilities but also incorporate resources available in patient communities, neighborhoods, and consider the existing challenges faced at home [10] [11] [12] . Transforming healthcare systems to take on a public health orientation will require a major shift in focus. Such an approach, however, is in line with current efforts to make the delivery of healthcare more patient-centered, responsive, and comprehensive.
Incentives for Healthcare Systems
The impetus to make these transformative changes will, in large part, be determined by the alignment of incentives specific to healthcare systems as they adopt and integrate these interventions into the healthcare they deliver. Some of the identified interventions might be better or less well suited to the financial structures of specific healthcare organizations. For example, whereas large integrated healthcare systemssuch as the VA and large closed panel HMOs-may have incentives aligned to ease the adoption of the structural changes necessary for the rollout of coordinated care interventions, smaller fee-for-service organizations operating on limited budgets-such as federally qualified health centers (FQHCs) and community clinics-could find large-scale rollouts costprohibitive. Large integrated healthcare systems may be better poised and capacitated to experiment with innovative and farreaching interventions by benefitting from large economies of scale, lower transaction costs, and a greater ability to bear risk. Nevertheless, over the past year, new legislative provisions allow state federal agencies to experiment with innovative healthcare delivery models, including reimbursing preventive services delivered by CHWs. Effective January 1, 2014 1 , the Centers for Medicare and Medicaid Services allow state agencies to reimburse preventive care provided by professionals that may fall outside of a state clinical licensure systems-such as CHWs-provided services are recommended by a licensed practitioner. The added flexibility in health care delivery strategies could further incentivize and enable FQHCs to adopt CHW models of care.
The changing healthcare landscape led by the Patient Protection and Affordable Care Act (PPACA) involves heavy investments ($11 billion) in FQHC expansion [13] . In turn, FQHCs are engaging in strategies to reduce health disparities for the most vulnerable populations [14] . The PPACA also supports the community-based Collaborative Care Network Program to enable local health care providers to coordinate and integrate health care services. The effectiveness of these reforms will rest, in part, on the ability of local partnerships to create sustainable models of primary care delivery that effectively leverage community resources and align with patient needs [13] . The Collaborative Care Network Program also provides an outlet for the diffusion of successes achieved by community clinics at the forefront of testing and adopting reforms whose best practices can be communicated to lateradopting clinics.
It is also the case that both healthcare organizations and patient communities must foster a readiness for change to sustain population health improvements for patients from diverse backgrounds [15] [16] [17] . In building community health worker programs, workers must be acceptable and trustworthy to patients in order to achieve the desired results of activating patients, facilitate their ability to manage health conditions, and encourage long-term health improvements. Trust is particularly salient when deploying a new workforce into communities where adults from underrepresented race/ethnic backgrounds live and work. Similarly, educational interventions that are culturally aligned to patient values and norms ensure that health messaging is delivered in a manner in which patients are more apt to adhere to.
Large Integrated Healthcare Systems-VA Experience
The VA provides an example of how healthcare systems can extend their reach. First, the VA has built networks of community-based outpatient clinics (CBOCs). The CBOCs, which extend the VA's regionalized healthcare system into smaller communities, make care more accessible for Veterans in less-populated areas and address potential disparities based on rural residence. Located in greater proximity to Veterans' communities and homes than larger VA Medical Centers, CBOC clinicians and staff are more able to understand Veterans' social contexts and incorporate them into care plans. CBOCs can extend the VA's reach even further by forming partnerships with local community-based organizations, to better address Veterans' social needs. The VA's adoption of the medical home model, through Patient Aligned Care Teams (PACTs), also enhances its ability to extend its reach. By integrating clinicians with care managers and social workers, and providing team-based care for all Veterans, the PACT transformation holds promise for clinical care teams to better attend to social issues. As PACTs evolve, their impact on disparities may be optimized by ensuring that members of the team are trained and equipped to address social and cultural dimensions of health.
Finally, as an organization that cares for a defined group of patients-i.e., Veterans-the VA has begun to utilize peer health educators and counselors, who effectively function as community health workers. Veterans trained to support and counsel other Veterans serve the same bridging function that traditional community health workers do. Initiatives to tap into this rich resource have already begun to show promise. In a recent study of African American Veterans with diabetes, those who were assigned peer mentors achieve improved glucose control compared to usual care [18] . The peer mentors were also more effective than giving patients financial reimbursement for better diabetes control, suggesting the added importance of providing support and addressing social and cultural barriers.
To improve health and reduce health disparities in the 21st century, healthcare organizations will need to extend the reach of their services to address social and cultural influences on health and health behavior. This shift will require healthcare delivery systems to break down the walls between medicine and public health and go beyond the traditional purview of clinical care to address the social determinants that underlie health disparities. As a health system committed to elevating patient-centered care and eliminating inequities, the VA has put structures in place that extend its reach into Veterans' communities. These structures can be further leveraged to address the social and cultural domains of health and, in so doing, achieve the elusive goal of reducing disparities in health and healthcare.
